Watermelon stomach in the CREST syndrome Sir, El Omar and colleagues' describe the interesting association between severe bleeding from gastric telangiectasis and the CREST syndrome, and the authors conclude that this association is surprisingly rare with only four previous reports. They also comment that gastric vascular abnormalities can be very extensive giving rise to the watermelon stomach. I have recently dealt with such a problem in a patient with the CREST syndrome and this case illustrates several important points in the management of such patients.
A 46 year old female with CREST syndrome was referred for assessment of chronic iron deficiency. Two years previously gastritis and oesophagitis had been treated with omeprazole, but because of continued bleeding, with negative investigations including angiography, a laparotomy and on-table enteroscopy had been performed. Small bowel telangiectasias were found and the most severely affected segment of ileum was excised. At the time it was known that some small bowel vascular lesions had been left in situ. This procedure was initially successful but after 18 months iron deficiency anaemia resistant to oral iron was again apparent; at this stage she was receiving approximately 3 units of blood every 3 weeks.
At upper gastrointestinal endoscopy red streaks radiating out from the pylorus were seen, characteristic of watermelon stomach. Histological examination ofendoscopic biopsies confirmed the diagnosis. Selective visceral angiography showed subtle abnormalities with hypervascularity of the antrum but the small bowel vasculature appeared normal. A technetium-99 labelled red cell scan suggested that the blood loss was from the gastroduodenal region rather than the distal small bowel. Her bleeding has been controlled by endoscopic treatment with heater probing and injection of alcohol subsequently because of a technical problem with the heater probe. Following ablation of the endoscopically visible lesions she has remained stable for 13 months, she has required no blood transfusions and there is no further evidence of bleeding.
This report illustrates one further case of symptomatically bleeding gastric telangiectasias with the CREST syndrome in addition to those described by El Omar et al. and is unusual amongst these in demonstrating the extensive lesion called watermelon stomach.
It shows that such patients may have multifocal gastrointestinal vascular lesions and recurrence of anaemia following surgery may occur. Careful assessment using endoscopy, biopsy, angiography and radio-
